In the British Army, all orders have a statement about the mission to be undertaken. This is the most important part of any set of orders as it directs the aim of the operation(s). This is reinforced by repeating the mission statement immediately. Ideally all soldiers, from the senior officers leading the operation to the trooper on the ground, stay focused on sticking to the aim of the operation. This means both avoiding being distracted by alternative targets on the way and being empowered to change the methodology on the ground in order to achieve the primary aim of the operation; these lead to the important and oft repeated concept of 'maintenance of aim'. Surgery is not dissimilar, but we are much less clear about stating our aims, although we may be very clear what we wish to achieve. In the consent form in the UK, there is a section to complete entitled: 'The intended benefits'. This is sometimes left blank; at other times a brief note such as 'pain relief' or 'bone union' are recorded. The following section on complications of the procedure is usually completed much more fully. Likewise in clinic letters/ notes, the surgeon may record the possible options and their risks, but the explicit aim of the procedure or treatment is rarely stated.
In hand surgery it could be argued that often the aim is so clear it does not need stating. The aim of a carpal tunnel release is ideally cure of the carpal tunnel syndrome; but in older patients with persisting numbness this may not occur. Sometimes the aim is much less clear. What is the aim(s) of ligament reconstruction for symptomatic scapho-lunate instability? Is it pain relief, improved bone alignment or prevention of future degenerative changes? Different surgeons may have different priorities and aims.
Even if the aim of the operation is clear, the methodology may not be. Assuming the aim of a carpal tunnel release is resolution of carpal tunnel syndrome through complete release of the carpal ligament, this raises the question of how a complete release is defined/achieved. The answer will be obvious to an experienced hand surgeon, but not to all; presumably why we see cases of incomplete carpal ligament release, often through inappropriately small incisions. I aim to release the carpal ligament proximally at least 2 cm proximal to the proximal wrist crease and distally at least 0.5 cm into the fat at the end of the carpal canal. I train my trainees, GP surgeons and others in this. For some operations the methodology is well established and taught. For open reduction and internal fixation of forearm shaft fractures in an adult, the methodology is accurate reduction of the bones and stabilization with adequately strong plates, i.e. dynamic compression plates (not 1/3 tubular plates) with fixation, with screws holding six bone cortices either side of the fracture. Failure to follow these 'rules' increases the risk of failure. Thus the aim is clear, namely accurate reduction and rigid-enough fixation to allow early movement and the methodology is clear, so the outcomes are usually reliable. In other operations the methodology becomes unclear or the aim lost. For example, following open reduction and volar plate fixation of a distal radius fracture or a corrective osteotomy following a malunion, I have seen many cases where satisfactory alignment of the distal radius, particularly restoration of some volar tilt, has not been achieved. There may be occasions where, despite the surgeon's best efforts, this cannot be done, but I am referring to cases where there is no evidence of that in the surgical note, yet a poor reduction was accepted. It may be the surgeon struggled with the operation and deceived themselves with rotated peri-operative radiographic views (I have done that), but I suspect they were just not clear of the key aims of their operation or became misguided by completion bias. They had not overtly stated what they planned to achieve (could it become part of the World Health Organization checklist?) so they more easily failed to achieve what they wanted. Instead they achieved 'completion of the procedure'.
The most important reason to have an aim is to be able to agree that with the patient. If our surgical aim does not match our patient's clinical aim we are likely to fail our patient. We often do this subliminally, for example dissuading a young patient with Kienböck's disease from having surgery when their aim is unrealistic, such as achieving normality to allow them to join the Armed Forces or perform high-level sport. Mostly we assume that what we plan is in the best The Journal of Hand Surgery (Eur) 41(6) interests of our patient. This is not good enough; we should state our aim explicitly and ensure it matches the aims of our patient.
Likewise, in research, a study needs an aim; this is why we like that to be stated at the end of the introduction in the articles we publish. As with a surgical aim, the next section is the methodology chosen to achieve the aim(s) of the study. If the methodology is inappropriate, such as using scaphoid radiographs after only 6 weeks to assess scaphoid bone union, then the aim cannot be achieved and the study fails. Surgically, the wrong methodology is likely to fail to achieve the surgical aim; use of a skin graft on a poorly vascularized bed is much less likely to achieve wound healing than use of a flap.
We need to be clearer in stating the aim of what we plan to achieve (both clinically and in research), agreeing it explicitly with our patients and then being clear, both in how we will achieve that aim (the methodology) and the criteria to judge that, i.e. both patient-reporting of outcomes and objective measures, such as bone union and alignment on radiographs or scans. By becoming overt about stating our aim(s) and how we propose to achieve it, we will surely improve what we do and in time be amazed when we look back and reflect that previously we did not do so.
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